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R EHS S
Request to Attending Physician
Y EA~DBFEN
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZOMFUTBE OHSRROFEAT O HFEICLETT O T, FEHZ BV LET,
2. This form should be completed and signed by the attending physician.
ORI Y ENEE 1oEFEL LTSN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
AL ABR- AR LI ORAN ML ET,
Attending physician’s Statement
7o W x B oM F
Form A #3 A

1. Name of patient (Las , First) Age (Date of Birth) Sex (Male. Female)
Jis) = 4 ( ) Fin (EFEABE) ( / / ) R (B - &)

2. Name of illness of injury preferably with the number of International Classification of Diseases for the use of

Social Insurance (Please refer to the table attached to this form).

T dn K Ot R E BRI /3 & S ((HRE ) #

%

(No. )
3. Date of First Diagnosis # % 4+ A H
M 2 H
4. Day of Diagnosis and Treatment days
7z K B I H M
5. Type of Treatment
R N |
I:l Hospitalization From to ( day’s )
A B (B % A H) (# % H H) ( H )

I:l Outpatient From to

Ak B # A B &E £ A
I:l Home Visit From to

(EI B #® A B & & A B

6. Nature and Condition of Illness or Injury (in brief). FIER
JE R oo M =

visit )
[=])
visit )

[)

gﬁh

7. Prescription, operation and any other treatments (in brief). |%&H

e 5 FTEOMO ML E DB

8. Was the treatment required as a result of an accidental injury ? I:lYes (Fxvy) I:lNo (Wvz)
9. Itemized amounts paid to Hospital and / or Attending Physician. Fill in Form B
HOH B mOR R OEHE X B I12ks
10.Name and Address of Attending Physician
Y E o 4§ & O E T
Name i Last #t First 4 Title #r7=r

Address {¥FF Home phone

Office phone

Date EER) A H H Signature &4
Attendding Physician #H 4§ [E

Reference Number of your Medical Record (if applicable)
PR DT




R EHTS
Request to Dental Surgeon
B RHZE B~ FJFE

. Please fill in this form so that the patient may claim the social insurance benefit.
ZOFRITERFE O SREOIBAAOHFEICLETTOT, SERAZBENLET,

. This form should be completed and signed by Dental Surgeon.
ZORITHEBHEMAEFEEX, 22 OBLLTIZEND,

. One form for each month month should be filled out
KA Z LI ORI L2 ET,

. Ifnot in dollars, please specify the unit used.
R LIS DD EIIZD BEEN TSN,

Itemized Receipt / 78 X B #0 & (BF})

Age (Date of Birth) Sex (Male. Female)
) Fln ZEFEAR) ( / / ) MR (B - £

. Name of patient (Las , First)
J253 = £ (

. Date of First Diagnosis 4. Day of Diagnosis and Treatment days
w2 H « # A H) 72 ® B K ( H )
Localization of Teeth FAL
Permanent Teeth — 7K/AH Deciduous Teeth — FLih
g 8765432112345678 g edcbaabede

8765432112345678 edcbaabcde

(e
1. Dental Caries H&hJE

I . Name of Illness

2. Missing Teeth KI8 3. Pyorrhea alveolaris 4 . The Others DAt

edcba‘abcde

edcba‘abcde
edcba‘abcde

edcba‘abcde

edcba‘abcde

edcba‘abcde
edcba‘abcde

edcba‘abcde

Dental Treatment HEHAME  Localization of Teeth Examined B BB Material  #$} Fee JHEE
1. Initial Office Visit IR HR HR
2. X Ray Examinations X
3. Dental Pulp Examination Pk
4. Extraction Ptk
5. Filling FEih
6. Inlay A L—
7. Metal Crown & )& e
8. Post Crown Hkdoe thy
9. Jacket Crown Ty M
10. Bridge Work TV
11. Plate Denture HIRFE
Partial Denture JR 2%t
Complete Denture 25 o
12. Treatment of Pyorrhea alveolaris | B A& Il
13. Medicine 2
14. The Others Z A,
15. Total &Rt
Name and Address of the Dental Surgeon — HBHERI D4 Al & OMERT
Name 4 Hi Last First 4 Title #75
Address {¥Ar Home phone
Office phone
Date Hf} s H H Signature &4

BIF SO BRI TR LS,

H27.4 FOUIR S R RS

Attendding Physician 1 ¥ [&



R EHS S
Request to Attending Physician
FH24 B~ D ISV
1. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRUTBE OHSRROFEAT O R FFEICLEETT O T, FEHZ BV LET,
2. This form should be completed and signed by the attending physician.
CORITH Y ENEE 1oL LTSN,
3. One form for each month and one form for hospitalization / outpatient (home visit) should be filled out.
KHZE AR AR LI DRSS B LD E T,
Attending physician’s Statement
N SECIE I
Form A #3 A

1. Name of patient (Las , First) Age (Date of Birth) Sex (Male. Female)
B#F 4 ( ) i (EFEHH) ( / / ) MR (B - )

2. Name of illness of injury preferably with the number of International Classification of Diseases for the use of
Social Insurance (Please refer to the table attached to this form).

B % R OB RMT ERER S EE S (HR2R) [

(No. )
3. Date of First Diagnosis # % %+ A H
w2 H
4. Day of Diagnosis and Treatment days
72 OW B % H
5. Type of Treatment
2o o 4y
|:| Hospitalization From to ( day’s )
A 54 (H £ A H) = % A A) ( H )

|| Outpatient From to

OB S B\ £ A B E £ A B
| | Home Visit From to

Tt @ B\ £ A B E £ A B

6. Nature and Condition of Illness or Injury (in brief) . 3
JEOR oo M =

visit )
D)
visit )

E;

7. Prescription, operation and any other treatments (in brief). |&3

e 5. FHTEOMOILE DB

8. Was the treatment required as a result of an accidental injury ? |:|Yes (=) |:|No (Wz)

9. Itemized amounts paid to Hospital and / or Attending Physician. Fill in Form B
HOE B om o B R RE BB ks
10.Name and Address of Attending Physician
Y E o 4 6 kO E BT

Name 471 Last f First 4 Title #r=r
Address {EFT Home phone

Office phone
Date HfF F A H Signature &4

Attendding Physician 1 ¥ [&
Reference Number of your Medical Record (if applicable)

IR DOE 5




Ml EETS
Request to Dental Surgeon
BB B~ D I FE

. Please fill in this form so that the patient may claim the social insurance benefit.
ZORRRITEBE OHRRE O O FHZMETT O T, FEHEZBEVLET,

This form should be completed and signed by Dental Surgeon.
ZORITHE B EMAEFEES, 2 DBL L TITZEN,

. One form for each month month should be filled out

KA ZLCZ ORI BB LD ET,

If not in dollars, please specify the unit used.

RIS DO E DB EITZD FEEEFNTZSN,

Itemized Receipt / #8 X BA #il & (pFL)

Age (Date of Birth)
) Fm (EFEHH) ( / /

Sex (Male. Female)
) MR (B - &)

Name of patient (Las , First)
BF A4

Date of First Diagnosis

4. Day of Diagnosis and Treatment days

P2

B H £ A

Localization of Teeth

P2

B K

HRAL

H) H#)

Permanent Teeth 7K/

87654321‘12345678

Deciduous Teeth — #LU

edcba‘abcde

87654321‘12345678

edcba‘abcde

e
SERIE
edcba‘abcde
edcba‘abcde

. Name of Illness

1. Dental Caries 2. Missing Teeth K38 3. Pyorrhea alveolaris 4 . The Others Z DA,

edcba‘abcde
edcba‘abcde

edcba‘abcde
edcba‘abcde

edcba‘abcde
edcba‘abcde

Dental Treatment HEHEME |Localization of Teeth Examined B BB Material ~ #4%¢ Fee (HIE%E

. Initial Office Visit FIECYES HER R

XA A

. X Ray Examinations

i

. Dental Pulp Examination

bl

. Extraction

. Filling Jot

Inlay AL —

. Metal Crown &)@

. Post Crown ot by

O | 0| N || Ol =] W| DN —

. Jacket Crown Ty N

10. Bridge Work TV

11. Plate Denture HIRFE

Partial Denture SR 2 T

Complete Denture T 26

12. [Lgidl=2l

Treatment of Pyorrhea alveolaris

13. Medicine il s

14. The Others D

15. Total &t

R Rl O 44 /i K OME P
First 4

Name and Address of the Dental Surgeon
AHll Last it
£ Home

Office

Title #5
phone

Name
Address

phone

Date Hff
TR 327 BARAICREER L CTL7E &0,

A Signature &4
Attendding Physician 1 ¥ [E

H27.4 SRR SEAE R IR &
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